Population-based data on the incidence of OCT'S has been difficult to generate. The principal problem appears to be that OCTS does not have a unique code in the US Department of Labor Z-16.2 coding system. All wrist disorders are aggregated, and specifically diagnosed cases of OCT'S cannot be identified routinely. A recent report using Wisconsin workers' compensation data could identify only "potential" OCTS cases.
Washington State Department of Labor and Industries' claims and medical bill payment information systems were utilized to generate age-, sex-and industryspecific OCTS rates for the years 1984-88. In the context of this study, the validity of using such an administrative data base in performing epidemiologic research was investigated.
Methods Workers 
Misclassification Studies
Two separate sub-studies were performed in an attempt to define potential misclassification: 1) avalidation study using the medical records for a random sample of 245 incident claims during the period 1984-88 to estimate (a) the proportion of claims with a documented physician diagnosis, and (b) the proportion of claims that fit the clinical criteria for case definition according to National Institute for Occupational Safety and Health (NIOSH) standards ( The OCT'S incidence rate peaked in the 25-44 age group (mean age 37.4 years) ( Figure 2 ). The overall incidence rate for females (1.96/1,000 FTEs) was significantly greater than that for males (1.58/ 1,000 FTEs, p < 0.001), and this difference has increased over time (Figure 3 Table 3 , sorted by total numbers ofcases, represent more modest incidence rates and rate ratios. Rates for some of these industries (retail groceries, clothing manufacturing, printing and lithography, and electric wiring) may involve relativelyweak CTS hazards, or may represent dilution ofhigh exposure jobs by increased job diversification in some industries. Others with very high numbers of claims but non-significant rate ratios (e.g. restaurants) or difficult to explain exposures (e.g. convalescent and nursing homes) require further investigation.
Although video display terminal (VDT) operation has been associated with cumulative trauma disorders,14 its relationship to OCTS has not been documented clearly in the literature. The industrial classes reported here whose claims may be related to VDT exposure (e.g. clerical, state employees, higher education employees) have non-elevated rate ratios. As these industrial classes represent a wide range of occupations, an association between VDT use and CTS may be diluted. Underreporting ofcases in pre-. -, . , . . --. . , , . . . , -. . , . . -. . . " ' -'' = -~. dominantly female job titles might be an alternative explanation for these lower than expected rates.
Rates among females increased significanfly during the study period, while rates among males remained stable. The trends could be due to prior underreporting of claims among females or to a shift of women into higher exposure jobs. Because the gender-specific rates reported here depend on extrapolated rather than direct denominators, these conclusions should be validated in other studies. Potential pitfalls in the use of workers' compensation 15 and other administrative data bases16 to generate epidemiologic research have been well documented. Serious underreporting of-OCTS cases to workers' compensation bureaus,1'15 a lack ofspeciflcityin the current US Department of Labor coding system,3 and difficulty generating direct denominators17 present formidable obstacles that will require public policy changes before improvement is realized. We were able to mitigate the effects of the latter two problems by use of physician-generated ICD billing codes and worker hours reported by WIC, respectively.
Misclassification and coding errors are other serious problems in using workers' compensation data. Incidence rates for OCTS presented were subject to error by both overcounting and undercounting. We were able to validate that only 82 percent of incident claims are true cases of carpal tunnel syndrome by documented physician diagnosis in the medical records. This potential source of overcounting, however, was non-differential by age, sex, or year, and using more or less restrictive inclusion criteria for incident claim definition did not reduce the degree of misclassification.
An equally serious source of potential undercounting of incident claims was also encountered, particularly in regard to ICD coding errors. Only 72 percent of unique claims that were associated with carpal tunnel surgery had an lC:D code
lated to CTS of traumatic origin, but 25 percent of claims had either non-specific diagnoses or erroneous diagnostic codes. The latter cases would not have been captured in this study. No gains in precision could be derived from applying these estimates of misclassification to the OCTS incidence rates.
The WIC system is specific to Washington State and is not directly comparable to the national Standard Industrial Classification (SIC) coding system. We were unable to generate reliable SIC codespecific OCTS rates because employee hours are not reported to L&I by SIC code. The WIC system differs from the SIC system in that the former sets aside a separate classification for some occupations such as clerical workers regardless of the employers principal industry type.
However, the WIC and SIC systems of classification are sufficiently similar to allow other investigators indirect comparability.
On balance, and with more complete understanding of the limitations of workers' compensation'5 and administrative data bases,16 workers' compensation data can be useful in generating populationbased data for the purposes of surveillance, forecasting trends, and resource targeting for loss control and prevention. The use of other surveillance systems, dependent on direct physician or laboratory reporting,"8"9 could provide complementary information. Workers' compensation data might be particularly useful in the investigation of occupational conditions for which no 
